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STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 
MASSACHUSETTS MEDICAL ASSISTANCE PROGRAM 

Methods Usedto Determine Rates ofPaYmentfor NursinGFacilities 

DESCRIPTION OF PAYMENT1. GENERAL METHODOLOGY 

A. 	 Overview: Nursingfacilitypaymentsforservicesrenderedtopublicly-assistedresidents 
aregovernedbytheDivision of HealthCareFinanceandPolicy(DHCFP)regulation, 
114.2CMR 6.00: StandardPaYmentsto NURSING Facilities, theregulationwhich 
implementsthismethodology.Thefollowingsections in thisattachmentdescribethe 
methodsandstandardsusedtoestablishpaymentratesfornursingfacilitieseffective 
February 1, 1998. 

B. 	 ChiefComponents: Thepaymentmethod,describedbelow,beginsashiftaway from 
historicalfacilityspecificcost-basedreimbursement to standardpaymentsfornursing 
facility services. It establishes standard payment rates for Nursing and Other Operating 
Costs,aswell as paymentratesforCapital.Forrateyear1998thereareseveral 
transitionadjustments’toeasethetransitiontostandardpayments.Inaddition,a 
mechanismvoluntary Ancillary Pilotfor participation in an Services program is 
established, to be conducted by the Division of Medical Assistance. 

11. COSTREPORTINGREQUIREMENTSAND COST FINDING 

A. 	 RequiredReports: Eachprovideroflong-termcarefacilityservicesundertheStatePlan 
must complete an annual report (the “Annual Report“) containing cost information for the 
costreportingyearonthebasisofgenerallyacceptedaccountingprinciplesandthe 
accrual method of accounting.Therearethree (3) reportsrequired:a)NursingFacility 
Cost Report; b) Realty Company Cost Report; and Management Company Cost Report. 
All cost reporting must meet the requirements set forth inAppendix A (774.2 CMR 6.06 
(7)). There are special cost reporting requirements for Hospital Based Nursing Facilities 
and facilities which operate other programs such as AdultDay Health, Assisted Living or 
Outpatient Services. These requirements are outlined in Appendix A (114.2 CMR 6.06 
(3)). 

B. 	 Filinn Dates: RePOrts: Exceptasprovidedbelow,ProvidersmustfiletherequiredCost 
Reports for the calendar year by 5:OO PM of April first of the following calendar year. If 
April 1, falls on a weekend or holiday, the Reports are due by 500 PM of the following 
business day. 

there been of thea1. 	 Change of Ownership. Where has changeownership, 
transferorshallfiletheReport(s)withinsixty (60) daysafterthetransferof 
ownership.Wherethetransferor fails to submittheReport@) , theDivisionof 
Health Care Finance and Policy may request the Division of Medial Assistance to 
withhold paymentto the transferee until such reports are appropriately filed. 

2.  	 NewFacilitiesandFacilitieswithMaiorAdditions. Forthe first two calendaryears 
of operation, New Facilities and Facilities with Major Additions shall file year-end 
Cost Reports within sixty(60) days after the close of the calendar year. 

A Nursing3. 	 Hospital-Based NursinG Facilities. Hospital-Based Facility is a 
separately licensed unit housed on the premises of a facility whichis licensed for 
bothhospitalandlong-term-termcareservices,wherethelong-term-termcare 
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bedswereconvertedfromlicensedhospital 'beds orotherwiseacquired. 
Hospital-Based Nursing Facilities must file the Report(s) on a fiscal year basis 
which is consistentwiththefilingofsuchfacilities'hospitalcostreports.The 
Report(s) is due no later than ninety facility's fiscal(90) days after the close of the 
year. 

4. Termination of ProviderContract. Wheneveraprovidercontractbetweenthe 
provider and the Division of Medical Assistance is terminated, the provider shall 
file Reports covering the current reporting period or portion thereof covered by 
thecontractand anyotherReportsrequiredbytheDivision of HealthCare 
Finance and Policy, within sixty(60) days of such termination. When the provider 
fails to file the required Reports in a timely fashion, the Division of Health Care 
Finance and Policy shall notify the provider of this failure by written notice sent 
registered mail, return receipt requested 

5. 	 Amointment of PatientProtector Receiver. If areceiver is appointedpursuant to 
court order under M.G.L. c. 111, s. 72N,the provider must file Reports for the 
current reporting period or portion thereof within sixty(60) days of the receiver's 
appointment. 

DivisionHealth Finance Policy grantC. 	 FilinGExtensions: The of Care and may an 
extension, up to forty-five(45) calendar days, for submission of the Report@). A request 
for an extension must: (a) be submitted in writing to the Division of Health Care Finance 
andPolicyby the provider and not by anagentorotherrepresentative; (b) showthat 
exceptional circumstances exist precluding the provider from submitting the Report@) in 
timely fashion; and (c) be submitted no later than 30 calendar days before the filing due 
date. 

D. 	 Incomplete Submission: The Division of Health Care Finance and Policy shall notify the 
provider within one hundred twenty (120) days of receipt of the Reportsif it finds that the 
submissionisincompleteandshallspecifywhatadditionalinformation is required to 
completethesubmission.Theprovidershallfilethenecessaryinformationwiththe 
Division of Health CareFinanceandPolicywithintwenty-five(25) daysofthedate of 
notification or by April 1 of the year the Report is filed, whichever is later. The Reports 
and all accompanying schedules is deemed to be filed with the Division of Health Care 
Finance and Policy as of the date the Divisionof Health Care Finance and Policy receives 
complete submission. 

If the Division of Health Care Finance and Policy failsto notify the provider within the 120­
day the complete the andperiod,submission is considered andReport@) all 
accompanying schedules is deemed to be filed with the Division of Health Care Finance 
and Policy as of the date of receipt. 

E. 	 Audits: TheDivisions of HealthCareFinanceandPolicyandMedicalAssistancemay 
conduct desk or field audits to ensure accuracy and consistency in reporting. Providers 
must submit additional data and documentation relating to the cost report, the operations 
of the Provider and any related party as requested, even if the Division of Health Care 
Finance and Policy has accepted such Provider Cost Reports. 

F. 	 Penalties for Failure to FileTimelv: A provider'srateforcurrentserviceswillbe 
reduced by 5%, if the required Cost Reports are not filed in a timely manner. On receipt 
of such cost reports the Provider's rate will be restored effective on the date of report 
filing. 
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G. 	 General CostPrinciPles: InordertoreportacostasrelatedtoMedicaidpatientcare,a 
cost must satisfy the following criteria: 

1. 	 Thecostisordinary,necessaryanddirectlyrelatedtothecare of publicly-aided 
patients; 

2. Thecost is forgoodsorservicesactuallyprovidedinthenursingfacility 
3. Thecostmust be reasonable;and, 
4. 	 The costmustactually be paidbytheprovider.Costswhicharenotconsidered 

related to the care of Medicaid patients include, but are not limited to:costs which 
aredischargedinbankruptcy; costs whichareforgiven;costswhichare 
convertedtoapromissorynote;andaccruals of self-insuredcostswhichare 

on estimates.,I basedactuarial 
5. 	 Aprovider maynot report anyofthecoststhatarelisted in APPENDIX A (774.2 

CMR 6.06 (4)) as related to Medicaid patient care. 

Ill. METHODSANDSTANDARDSUSEDTODETERMINEPAYMENTRATES 

A. 	 Proswctive PerDiemRates: Theprospectiveperdiempaymentratesfornursing 
facilities are derived from several components: Standard Payment Rates for Nursing and 
OtherOperating,CapitalPayments, 1998 TransitionPayments,andaTotalPayment 
Adjustment. Each of these componentsis described in detail in the following sections. 

B. 	 Standard PaYmentRates: Thefollowingarethestandardpaymentratesestablishedfor 
Nursing and Other Operating Costs: 

CaseMix	CategoryNursingStandardPaymentOtherOperatingStandardPayment 
$45.33 $ 15.83 
$45.33 $ 15.83 
$45.33 $ 15.83 

$45.33 $49.25 

$45.33 $49.25 

$45.33 $49.25 


$45.33 $77.38 

$45.33 $77.38 


1. 	 Determination of Nursing StandardPayment Rates: Thebase.yearusedto 
develop the Nursing Standard Payment Rates is 1996. Nursing costs reported in 
1996 inthefollowingcategoriesareincluded in thecalculation:Directorof 
Nurses,RegisteredNurses,LicensedPracticalNurses,NursingAides,Nursing 
Assistants,Orderlies,NursingPurchasedServices,Director of Nursesand 
NursingWorkers’Compensation,PayrollTax,andFringeBenefits,including 
PensionExpense.Thepaymentratesarederivedfromtheproductofthe 
industry 1996median nursing costs times the1996 industry median management 
minutesforeach of four (4) paymentgroups. Appendix A (1 14.2CMR 
6.04(1)(a)(3)).The base year amounts for each group are updated to rate year 
1998 by a cost adjustment factor of5.12%. This cost adjustment factor is based 
on Massachusetts-specific CPI forecasts as well as nation and regional indices 
supplied by DRI. 

2. 	 Determination of OtherOperatingStandardPaymentRates: The baseyear 
usedtodeveloptheOtherOperatingStandardPaymentRates is 1996. Other 
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operating costs reported in 1996 in the following categories are included in the 
calculation: administrative & general, motor costs.variable, and vehicle 
Administrative & generalcostsaresubjecttoaceilingof $ 10.51before 
combiningwithothercostcomponents.TheOtherOperatingstandardisset 
equal to the 1996 industry average of these cost amounts, subject to an audit 
findings adjustment. The audit findings adjustment reduced the Other Operating 
standardpaymentrateby1.8%toaccountforprioryearauditfindingswhich 
identified that certain operating costs related to indirect ancillary services were 
inaccurately reported on the prior year cost reports. The 1996 amountis updated 
torateyear1998by a cost adjustment factor of 5.12%. This cost adjustment 
factor is based on Massachusetts-specific CPI forecasts as well as nation and 

’~ regional DRI.indicessupplied by 

C. 	 Capital PaYments: TheCapitalPaymentforallfacilities,exceptforthosedescribed 
belowunder Capital Payment Exceptions, equals either: (a) the sum of the facility’s 
1997 certified capital payment per diem; (b) the greaterof $ 17.29 or 90% of the 1997 
capital payment per diem. The 1998 capital payment will be computed under (a) above 
where a facility’s 1997 certified capital payment per diem was equal to or less than $ 
17.29perdiem.The1998capitalpayment will be computed under (b) above where a 
facility’s 1997 certified capital payment per diem was greater than$ 17.29 per diem. The 
1997 certified capital payment per diemis the Allowable Fixed Costs and Equity per diem 
that was certified by the Division of Health Care Finance and Policy for the period ending 
December 31, 1997. Appendix A (114.2 CMR 6.05(2)(a)-(e)). 

1. Capital Payment Exceptions: For that the belowfacilities meet criteria the 
capital payment for rate year 1998 will be$ 17.29: 

Facilities openbecome pursuant to aa) 	 which or operational in 1998 
Determination of Need Approved after March7,1996; 

b)Replacementfacilitieswhichopen in 1998pursuanttoaDeterminationof 
Need approved after March 7, 1996; 

c )  Facilities open1998 in Urban areas arewhich in Underbedded that 
exempt from the Determination of Need process; 

d)Newbedsthatbecomelicensedin1998pursuant to aDeterminationof 
Need approved after March7,1996; 

beds representbed project aree) New which 12 expansion which not 
associated with an approved Determination of Need project; 

Nursing and0 Hospital-Based Facilities; 
9)PrivateNursingFacilitiesthatsignaProviderAgreementwiththeDivision 

of Medical Assistancein 1998. 

2.Facilitieswithlicensedbedsthatwereoutofservicein1996whichre-openedin 
1998 willreceiveaCapitalPaymentofthelowerof $ 17.29perdayorthe 
facility’smostrecentbillingratesforFixedCostsandEquityorUseand 
Occupancy. 

3. 	 ForFacilitieswithbedslicensedpriorto1998thataddnewbedsorrenovatein 
1998,theDivisionofHealthCareFinanceandPolicywillcalculateablended 
CapitalPaymentbasedontheratescalculatedunderthemethodsdescribed 
above and outlined inAppendix A. (114.2 CMR 6.03(2)(b)-(d)). 
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TransitionD. 1998 PaYments 

E. 

F. 


G. 

TN: 98-001 

1. 	 NursinGPaymentRates: Nursingfacilitiesreceivefour (4) NursingPayment 
Rates which are equal to the sum of the Nursing Standard Payment Rates 
described in Section III.B.l. herein, plus a transition payment adjustment. The 
transitionpaymentadjustmentequalsthedifferencebetweenthe Nursing 
Standard Payment Rates and each facility’s reasonable and allowable nursing 
cost per diem amounts. Each facility’s reasonable and allowable nursing cost per 
diemamountsarederivedfromitsreported1996nursing costs and1996 
management minutes, subject to a cost per management minute ceiling of the 

, 	 industrymedian.plus lo%, andincreasedby thecostadjustmentfactor of 5.12%. 
See, APPENDIX A (114.2 CMR 6.04 (1)). 

2. 	 OtherOperatinGPayment Rates: NursingfacilitiesreceiveOtherOperating 
Paymentswhichareequalthe OtherOperatingStandardPaymentRate 
described in Section III.B.l. herein,plus atransition paymentadjustment.The 

payment equalsdifference the Othertransition adjustment the between 

Operating Standard Payment Rateand a blended per diem amount comprised 

of: (a) 33% of the Other Operating Standard Payment Rate;plus (b) 66.7% of 

thefacility’sreasonable andallowableotheroperatingcosts.Eachfacility’s 

reasonableandallowableotheroperatingcostsarederivedfromitsreported 

1996otheroperatingcosts,subjecttoaceilingonadministrativeandgeneral 

costs of $10.51 per diem and an overall ceiling of $50.61 (industry median plus 

6%), and increased by the cost adjustment factor of 5.12%. See, APPENDIX A 

(114.2 CMR 6.04(2)). 


Total PaYment Adjustment:A totalpayment adjustment is applied to the payment rates. 

The total payment adjustment is the percentage difference between a facility’s weighted 

1997 payment rate and the 1998 weighted payment rate computed using the methods 

describedhereinunder:StandardPaymentRatesforNursingandOtherOperating, 

Capital Payments and 1998 Transition Payments. Each rate was weighted according to 

its casemixproportion,usingcasemixdataforthethirdquarter of 1997. If a facility’s 

1998 weighted payment rates is less than its 1997 weighted payment rate, the facility’s 

1998 weighted rates equal the 1997 rates. If the facility’s 1998 weighted payment rate 

exceeds its 1997 weighted rate by more than 9%, the increase in its weighted rate was 

limited to 9%. See, APPENDIX A (730CMR 6.04 (4)). 


Ancillary Costs: Commencingin1998, aprovidermayapplytotheDivision of Medical 

Assistance to participatein an alternative Ancillary Pilot Program for paymentof Ancillary 

Services. Participation is voluntary,subjecttoapprovalbytheDivision of Medical 

Assistance. 


RateLimitations 

1. 	 Medicare Umer Limit of Payment: No weightedaverageprospectiverateof 
payment established under 114.2 CMR 600 et seq. (Appendix A) shall exceed 
the amount that can be reasonably estimatedto be paid for these services under 
Medicare principles of reimbursement. An adjustment will be made only to the 
extent the costs are reasonable and attributable to the circumstances specified 
undertheMedicareprinciplesandseparatelyidentifiedandverifiedbythe 
provider. 
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2. Private Rate Limitation: No prospective of establishedratepayment under 
114.2CMR 6.00 (see APPENDIX A)shallexceedtheratecharged by the 
provider to private patients for the sameor similar services and accommodations. 
The limitation shall not apply to that portion of prospective rates established for 
Patient Protector Receivers appointed pursuant to M.G.L. c. 11 1, s.72N et seq. 
(Appendix C). 

3. 	 MethodoloGY: TheDivisionofHealthCareFinanceandPolicy in calculatingthe 
privateratelimitation shall:Determine the weightedaveragePublicly-Aided 
patient rate for the Base Year and compareit to the average private ratefor the 
sameperiod,asreported in thecostreport for theBaseYear. If a facility's 

-	 weightedaverageprospectiverateforitsPublicly-AidedPatients is greaterthan 
the average rate charged bythe provider to private patients, the provider may 
produce justificationfor such lower ratefor private patients before the limitationis 
applied.justificationinclude ManagementSuch shall quarterly Minute 
Questionnairesfor all privatepatients. If theprovidercanclassifytheprivate 
patients into one of thetencase-mixcategories,theratelimitationwillbethe 
prospectiverateforPublicly-AidedPatientsasestablished by theDivision of 
HealthCareFinanceandPolicyforthatcase-mixcategoryratherthanthe 
weighted average rate all Publicly-Aided patients. 

4. 	 Failure to Meet the Rate Limitation: When along-termcareproviderfailsto 
satisfy the requirementfor rates charged to private patients, the Divisionof Health 
CareFinanceandPolicyshallmultiplythedifferencebetweentheweighted 
average rate for Publicly-Aided Patients and the average rate chargedto private 
patients by the number of patient days for those discounted private patients to 
determine the aggregate difference. 

H. Rate YearAdJustments: Adjustmentstorateswilloccur in thefollowingcircumstances: 

1. 	 Retroactive AdJustments: TheDivisionofHealthCareFinanceandPolicywill 
retroactively adjust rates in the following situations: Facilities which did not file a 
1996 Cost Report, Facilities whichopenedin1997,Amended1997Rates, 
Mechanical Errors, and Errors in the Cost Reports. For a detailed description of 
each situation, please refer toAPPENDIX A (114.CMR 6.05(1)). 

2. 	 Capital for Newiv-licensedBeds,andRenovatedFacilities: TheDivision of 
Health Care Finance and Policywill recalculate Capital Payments for new beds 
that become licensed in 1998 for facilities which are renovated pursuantto an 
approvedDeterminationofNeed.Capitalpaymentsforthesefacilitieswillbe 
determined pursuant toAppendix A (114.2 CMR 6.05(2)). 

I. 	 NotificationProcess. Any facilitywhichopens in 1988oraddsnewbedsoradds 
substantial renovations in 1988 is required to notify the Division of Health Care Finance 
andPolicyforpurposesofestablishment of nursingfacilitypaymentrates.These 
requirements are detailedin Appendix A(114.2 CMR 6.05(3)). 

1. SPECIALCONDITIONS 

A. RateforInnovativeandSpecialPrograms: TheDivisionofMedicalAssistance may 
contract for special and/or innovative programs to meet special needs of certain patients 

whicharenotordinarilymet by existingservices in nursingfacilities.Currently,these 

programsincludeprogramsforpatientswithtraumaticbraininjury,mentalillnessand 

medicalillness(MIMI'S),technologicdependency,aswellasaprogramfornursing 
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facilities that have a substantial concentration of patients of the highest acuity level (i.e. 

Management Minute CategoryT). 


A provider who seeks to participate in an innovative and special program must contract 

with the Division of Medical Assistance to provide special care and services to distinct 

categories of patients designated by the Division of Medical Assistance. This is usually 

done through a Request for Proposals by the Division of Medical Assistance for special or 

innovative programs to address special needs of certain patients which are not ordinarily 

metby existing services in nursing facilities. Reimbursement under the innovative and 

specialprogramsmay be calculatedbasedontheadded allowabb actual costs and 

expenses which must be incurred (as determined by the Division of Medial Assistance) 

by-a provider in connection with that program. However, it still must be consistent with 

thepaymentmethodologyestablishedforlong-termcarefacilities.Theprovidermust 

verifythatsuchitemsorservicesarefurnishedbecauseofthespecialneedsofthe 

patients treated as contemplated in the contract with the Medical Assistance Program, 

and that such items or services are necessary in the efficient delivery of necessary health 

care. These costs will be added as an increment to the
facility'srate in establishing a rate 
for an innovative and special program. In the event that the special program is located 
within a special unit, the remaining costs of the unit are to be integrated into the cost 
report for the entire facility. 

A facility that has recently converted from a facility providing non-acute hospital services 
to a facility providing nursing facility servicesmay be reimbursed as a special program.In 
order to be considered as a specialprogram,suchafacilitymustagree to provide, or 
arrangeandpayfor, all Medicaidcoveredservices,excepthospitalservices,toall 
Medicaid recipients that are residents of the facility. The reimbursement to such facilities 
is a per diem rate which is the facility's regular case mix rates with an add-on which is 
basedonthereasonablecosts ofprovidingthegoodsandservicesbeyondthose 
required to be providedby nursing facilities. 

A providerwhose residentpopulation primarily andconsistently consistsof high-acuity 

high-nursingneedresidentssuchthattheaggregateneedoftheentirepopulation 

requiresastaffinglevelsignificantlygreaterthanatypicalnursingfacility maybe 

reimbursed as a special program, in which case the increment added
to the facility's rate 
may apply to all residents of the facility and will be calculated based on allowable costs 
associatedwiththehighercareneedsofthepatients.Inordertobeeligiblefor 
reimbursement under this paragraph, a nursing facility must meet each of the following 
criteria: 

1.atleastninetypercent (90Y0)of itsresidentsmusthaveManagementMinute 
("MM) scores that fall in either MM category 9 or 10 and at least seventy-five 
percent (75%) of its residents must have MM scores thatfall in MM category 10; 
or (ii) the facility must be a former acute hospital that has undergone conversion 
toanursingfacilityundertheauspicesoftheMassachusettsAcuteHospital 
Conversion Board; and, 

2. 	 themeanMMscorefor all residentsofthefacility in MMcategory 10mustbeat 
least fifteen percent (15%) higher than the minimum score needed to quality for 
MM category I O ;  and, 

3. thefacilitymustbe a geriatricnursingfacility, 

E. 	 Pediatric Nursing Facilities: Paymentswillbedeterminedusing1996reportedcosts 
forNursingandOtherOperatingCosts,excludingAdministrationandGeneral Costs. 
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Administration and General Costs will be subject to a cap of $ 10.51. Pediatric nursing 
facilities mayapplytotheDivision of HealthCarefinanceandPolicyforthecostsof 
programs to address the special needsof pediatric nursing facility residents over the age 
of 22 which are not ordinarily met by existing services in pediatric nursing facilities. The 
DivisionofHealthCareFinanceandPolicywillcalculateanadd-on to includethe 
reasonable costs for specialized health care services to this patient population. 

New Facilities: New Facilities that open in 1998 will be paid at the Standard Payment 
Rates for Nursing and Other Operating Costs. Capital payments for these facilitieswill be 
determined pursuant toAppendix A (114.2 CMR 6.05(2)). 

Beds Out of Service: Facilities with licensed beds that were out of servicein 1996 which 
re-open in 1998 will receive the lower of the Standard Payment rates or the most recent 
prior billing rates inflated to 1997 for Nursing and Other Operating Costs. 

LEGISLATIVEMandate for Rate Relief: A nursing home (i) with rate of public utilization, 
consisting of Medicare, Medicaid and Commission for the Blind patients,of ninety percent 
or more, (ii) locatedin the service areaof a FEDERALLYdesignated sole community hospital, 
and (iii) with more than 10% of its variable costs and nursing costs disallowed by the 
Division of Health Care Finance and Policy pursuant to 114.2 CMR5.00or any successor 
regulation,shallhave all of its variablecostsandnursingcostsrecognized bythe 
Division of Health Care Finance and Policy and its Medicaid rate adjusted accordingly. 
The Division of Health Care Finance and Policy shall adjust the prospective rates any 
such nursing home that meet the aforementioned criteria for the rates that were effective 
January 1, 1994 and for each succeeding rate year that such nursing homes comply with 
aforementioned criteria. The amount of variable costs and nursing costs recognized as 
allowable by the Division of Health Care Finance and Policy for any rate for a nursing 
home is limitedtoanamountthat will notincreasecoststotheMedicalAssistance 
program in anamountgreaterthatthreehundredthousanddollars.Notwithstanding 
anything to the contrary containedin this paragraph,in no case shall the provisionsof this 
paragraph apply to any services rendered prior to February1. 1998. 

Any nursing facility that meets either the standards set forthin (a) or (b)below shall have 
its total acquisition costs allowed as the allowable basis of fixed assets, notwithstanding 
anylimits onthesamethatappear elsewhereinthis StatePlan,whentheDivisionof 
Medical Assistance calculates the facility's payment rates. This provision shall only apply 
to services rendered on or after February 1, 1998. 

(a) 
1. the owner purchased the nursing home on or after January 1, 1987; 

2. 	 theownerhasreceivedadeterminationletterfromtheInternal 
Revenue Sewice that it is an organization described in section 501(c)(3) 
of the Internal Revenue Code of 1986; 

3. 	 the owner (i) owns a nonprofit hospital (the "Hospital") located within 
ofMassachusettsthe Commonwealth which is licensed by the 

Department of Public Health or (ii) is a nonprofit organization affiliated 
with a nonprofit hospital which is organized and operated for the benefit 
of, to perform one or more functions of, of theor to carry out one or more 
purposes of the nonprofit hospital it is affiliated with, including operation 
of freestandingnursinghomeslicensed by theDepartmentofPublic 
Health; 
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4. 	 the owner's patient population is, on average, not less than eighty-five 

percent (85%) Medicaid recipients; 


5. theHospitalhas,onaverage,notlessthaneightypercent (80%) 

occupancy of medical or surgical beds; 


6. whentheownerpurchasedthenursingfacility (i)thechangeof 

ownershipdidnotoccurbetweenapersonororganizationwhichis 

associated or affiliated with or has controlorofis controlled by the owner 

or is related to the owner or any director, trustee, partner, shareholder or 

administrator of theownerbycommonownershiporcontrolorina 

manner specified in section 267(b) and (c) of the Internal Revenue Code 

of 1986; (ii)thechange of ownershipwasmadeforreasonable 

consideration; (iii) the change
in ownership was a bona fide transfer all 
powersandindiciaofownershipand(iv)thechange of ownership 
manifested an intent to sell the assets of the facility rather than implement 
a methodof financing, or refinancing: 
or 

1. the owner acquired the nursing facility from an acute care hospital to 
operate the facility pursuant to relief granted to the acute care hospital by 
the acute care hospital conversion board pursuant to M.G.L. c.6A,s.101; 

2. 	 theacutecarehospitalconversionboardapprovedtheowner's 
acquisition costsof the facility; and, 

3. onaverage,nolessthaneight-fivepercent (85%) of thenursing 
facility's patient population are Medicaid recipients. 

Notwithstanding anything to the contrary contained in this State Plan, any nursing home 
that is ownedbytheMartha'sVineyard HospitalFoundationduringthetimethatsaid 
Foundation also administers a federally designated sole community provider hospital shall 
haveallowed all ofitsextravariableandfixedcoststhatreasonablyresultfromsuch 
nursing home being located in a geographically isolated area. 

Notwithstanding anything to the contrary contained in this State Plan, any nursing home 
that has over 75% of its residents having a primary diagnosis of multiple 'sclerosis shall 
have all ofits nursing costs recognized as an allowable cost. 

F. 	 Reimbursement of a ReceiverAppointedUnder M.G.L. c.111 s.72N et seq.(see 
Appendix C); The prospective rates of a facility will be increased by an appropriate per 
diem amountto provide reasonable compensation to a receiver. 

G. 	 ReviewandApproval of RatesandRateMethodologyByTheDivision of Medical 
Assistance: Pursuant to M.G.L. c 118E,s.13 (see Appendix D) the Division of Medical 
Assistanceshallreviewandapproveordisapprove,anychange in ratesorinrate 
methodology proposed bythe Division of Health Care Finance and Policy. The Division 
of Medical Assistance shall review such proposed rate changes for consistency with state 
policyandfederalrequirements,andwiththeavailablefundingauthorizedinthefinal 
budget for each fiscal year prior to certification of such rates by the Division of Health 
CareFinanceandPolicy;providedthat,theDivisionofMedicalAssistanceshallnot 
disapprovearateincreasesolelybased oh!?:av ila@il$ygffunding if the Federal Health 

TN: 98-001 HCFA *! ? ' ~ ~ 1s ~EFFECTIVE: 2/1/98 
SUPERCEDES: 97-001REVISION: APPROVAL: 



Attachment 4.19-D(4) 

Care Finance Administration provides written documentation that federal reimbursement 
would be denied as a result of said disapproval and said documentation is submitted to 
the Massachusetts House and Senate Committees on Ways and Means. The Division of 
Medical Assistance shall, wheneverit disapproves a rate increase, submit the reasons for 
disapproval to theDivisionofHealthCareFinanceandPolicytogetherwithsuch 
recommendationsforchanges.Suchdisapprovalandrecommendationsforchanges, if 
any, is submitted to the Division of Health Care Finance and Policy after the Division of 
Medical Assistance is notified that the Divisionof Health Care Finance and Policy intends 
to propose a rate increase for any class of provider under Title XIX but in no event later 
than the dateof the public hearing heldby the Divisionof Health Care Finance and Policy 
regarding such rate change; provided that no rates shall take effect without the approval 
of,the Division of Medical Assistance. The Division of Health Care Finance and Policy 
and the Division of Medical Assistance shall provide documentation on the reasons for 
increasesinanyclassofapprovedratesthatexceedthemedicalcomponentofthe 
consumer price index to the Massachusetts House and Senate Committeeson Ways and 
Means. 

TheDivisionofHealthCareFinanceandPolicyshallsupplytheDivisionofMedical 
Assistancewith all statisticalinformationnecessarytocarryouttheDivision'sreview 
responsibilitiesunder ,this Section.Notwithstandingtheforegoing,saidDivisionof 
Medical Assistance shall not review, approve,or disapprove any such rate set pursuantto 
Chapter twenty-three of the Massachusetts Actsof Nineteen Hundred and eighty-eight. 

If projected payments from rates necessaryto conform to applicable requirements of title 

XIX are estimatedby the Division of Medical Assistance to exceed the amount of funding 

appropriated for such purpose in the budget for such fiscal year, the Division of Medical 

Assistance and the Division of Health Care Finance and Policy shall jointly prepare and 

submit to theGovernoraproposalfortheminimumamount of supplementalfunding 

necessarytosatisfytherequirementsoftheStatePlandevelopedbytheDivisionof 

Medical Assistance under Title
XIX of the Federal Social Security Act. 

H. 	 APPEALS A Provider may file an appealattheDivisionofAdministrativeLawAppealsof 
any rateestablishedpursuantto 114.2 CMR 6.00 within 30 calendardaysafterthe 
Division of Health Care Finance and Policy files the rate with the State Secretary. The 
DivisionofHealthCareFinanceandPolicymayamendarateorrequestadditional 
information from the Provider evenif the Provider has filed a pending appeal. 
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